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CARCINOMA OF THE COLON AND RECTUM* 


Danret Fiske Jones, Boston 

While progress in surgery of the colon and rectum has 
been slow, the attitude of the physician and surgeon is 
much better than at my first appearance in New York some 
twenty years ago. The first time I talked here I suggested 
that a colostomy should be done for all operable cases of 
carcinoma of the rectum. This was frowned upon by the 
majority of those present, and several surgeons who spoke 
to me after the meeting said that they had cases alive 
fourteen years or more after removal of the growth without 
a colostomy. When asked what operation had been done, 
each one said that it had been a local excision. At the 
present time it is quite possible to suggest to a group that 
a colostomy should be done without being mobbed. At the 
meeting of the Southern Medical Association in November, 
1935, Dr. Rankin read a paper on the importance of a 
colostomy as a palliative measure in several benign condi- 
tions, and, strange to say, no one rose to object and the 
whole audience seemed to agree to it. 

We have heard many times that this change of attitude 
is due to the new method of doing a colostomy which makes 
it so much more comfortable for the patient. I know of 
no operation, however, which will control the bowel. The 
only reason for this belief is that a few surgeons recognize 
the importance of teaching the patient how to control the 
bowel with diet and enemata so that the patient need wear 
nothing over the colostomy but a piece of gauze. It must 
be remembered also that a colostomy with removal of the 
growth gives the patient both physical and mental relief, 
while a colostomy without removal of the growth gives no 
mental relief and only partial physical relief. 
~ * Read before a Stated Meeting of The New York Academy of Medicine 
arranged in cooperation with the Section of Surgery, February 6, 1936. 
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As to etiology, I have nothing to suggest as to the cause 
of carcinoma of the rectum or colon other than adenomat- 
ous polyps. A large percentage (E. G. Martin* says from 
40 to 60 per cent) become malignant. To make a diagnosis 
of adenomatous polyp is therefore much more important 
than to make a diagnosis of carcinoma. That is, it is much 
better to cure 60 per cent permanently with a low operative 
mortality than to cure 20 out of each 100 cases seen, for five 
or more years. 

I am sorry to say that improvement in diagnosis has not 
kept pace with the improvement in the general attitude 
toward and the surgical technique of these cases. Because 
there is very little interest shown in the disease, the diag- 
nosis is usually made very late if at all, and yet all that is 
necessary for the patient and family physician to know is 
that any change in bowel habit or sensation with blood in 
the stool, or either of these symptoms alone, suggests car- 
cinoma of the colon or rectum. 

While I do not expect the physician to make a diagnosis 
of carcinoma of either the colon or rectum, he should be 
quick to recognize the early suggestive symptoms in order 
that the patient may be sent to the proper person to make 
a diagnosis. I would prefer that the physician did not even 
make a digital examination, as I agree with Dr. E. G. Mar- 
tin who says that 75 per cent of the medical profession 
fail to make a proper digital examination, and an examina- 
tion which does not get up to the recto-sigmoid junction 
or near it is worse than valueless. One should also be 
able to recognize occasionally by digital examination a 
carcinoma of the sigmoid which has fallen into the pelvis 
and also nodules on the anterior wall of the rectum on the 
peritoneal surface which are metastatic nodules from 
growths in other organs. 

For those who must make a diagnosis, after a proper 
digital examination has been made, a proctoscopy should 
be the next procedure, and again I am sorry to say that 
much of the value of this instrument is lost because a great 
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deal of the evidence that can be obtained by it is not used. 
It is possible to see 22 cm. from the external orifice when 
the bowel is pulled up into a straight line. This should be 
properly inspected for the whole distance. Blood in the 
ampulla is usually due to hemorrhoids or something in 
the ampulla, while flecks of blood seen above the ampulla 
indicate bleeding from above and must be accounted for. 
Surgeons not infrequently see such conditions as colitis 
and chronic ulcerative colitis which are not present and 
hence there is delay in the diagnosis of carcinoma, which 
is frequently the real condition present. A frequent site 
for polyps and carcinomata is on the anterior wall at about 
15 ecm., which is just above a fold of mucous membrane. 
When the patient is in the knee-chest position this is fre- 
quently overlooked, because in the effort to get above the 
fold one is likely to cover the growth with the proctoscope. 
This can be avoided by inspecting the whole rectum care- 
fully as the proctoscope is withdrawn. If one cannot get 
the proctoscope up to 22 cm. he should know the reason 
why. One should not feel disappointed if he cannot always 
see the surface of the growth when it is present, for it 
frequently makes an acute angle in the bowel so that it is 
impossible to see the growth. There is no law against using 
the proctoscope to feel with. 


These two examinations, digital and proctoscopic, should 
make the diagnosis in 100 per cent of the cases in which 
there is a growth present. Why, therefore, should we use 
the x-ray until it has been definitely proved that there is 
no growth in the rectum? I appreciate that I am foolhardy, 
but I am going to repeat what I said the last time I spoke 
in this hall, and that is that the average roentgenologist 
does not make a diagnosis of carcinoma of the rectum in 
over 40 per cent of the cases in which it is present. I was 
taken to task for this statement when I first made it, and 
yet within a week of that time I saw a patient who came 
from within a radius of eight miles of this hall, who had had 
two x-ray examinations several months apart and had been 
examined digitally by three men without the carcinoma 
being found. The growth could be reached easily with the 
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examining finger and was hopelessly inoperable both locally 
and because of metastases to the liver. Also within a week 
a Boston roentgenologist showed me a plate which showed 
a narrowing of the rectum and said, in a very sarcastic tone, 
“You see, we can find carcinomata of the rectum when the 
work is properly done.” Within two months of that time 
I felt by digital examination a carcinoma in a patient whom 
this man had x-rayed twice in six months without finding 
anything. The patient was so far advanced that she died 
in forty-eight hours without operation. 

We are frequently entirely dependent upon the x-ray for 
diagnosis of carcinoma of the colon, but I would suggest 
that the average roentgenologist does not make a diagnosis 
in over 75 per cent of such cases. 

I cannot understand the roentgenologist who feels hurt 
at such statements as this, for I bring them to you not to 
hurt the feelings of the roentgenologist but to relieve him 
of some of the responsibility which the laity and the surgeon 
put upon him in the matter of diagnosis. An exaggerated 
statement as to what the x-ray can do not only does harm 
to the roentgenologist, but misleads the man trying to 
make a diagnosis and is frequently responsible for the loss 
of the life of the patient. 

After we have made a diagnosis of carcinoma of the colon 
or rectum we must decide as to what should be done. We 
must therefore have a fixed policy. Are we to do only those 
cases we think we can cure, or are we to operate upon any 
patient whom we think we can make more comfortable both 
mentally and physically for six months or more? That 
is, are we to operate upon 20 to 30 per cent of the patients 
we see, or are we to operate upon 60 to 70 per cent of those 
we see? One can justify himself in whichever policy he 
chooses. I personally believe that operation is justifiable 
if we can give a patient six months or more of mental and 
physical comfort. 

Before it is definitely decided as to whether or not to 
operate in cases of carcinoma of the rectum, it is frequently 
necessary to remove a section for microscopic examination 
both for the purpose of making a positive diagnosis and 
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as an aid to determining as to whether or not to operate. 
Rankin says that groups III and IV are sensitive to radia- 
tion and that radiation may give better results than surgery 
when the growth is far advanced. Gabriel of London be- 
lieves that highly malignant growths, such as the colloid 
growths, should not be operated upon because, he says, the 
hope of cure is quite remote. I myself do a biopsy only 
when there is some doubt as to the diagnosis. As I believe 
that it is impossible for the pathologist always to grade 
growths accurately, and as he may put a group II growth 
into group III or IV, I prefer to operate upon all patients 
who are capable of standing the operation, regardless of 
the type of growth, with the hope that I may get five or 
ten year cures in some and relieve others for a period of 
six months or more. It is my rule to remove any growth 
which can be removed without leaving macroscopic growth, 
and in 4 per cent of the cases even when metastatic growths 
are present in the liver. 

There are many statements which tend to discourage 
the operator. For example, it is stated that if metastatic 
glands are present, cure is impossible. In spite of this, many 
cases with metastatic glands live for five years or more. 
A recent report from a patient who had carcinoma of the 
sigmoid, with the mesentery filled with growth and with 
the growth adherent to a tube and ovary and to the mesen- 
tery of the small intestine, shows that the patient is alive 
and well without evidence of recurrence after ten years. 
Four per cent of my cases have been operated upon in spite 
of what were believed to be metastatic nodules in the liver. 
One lived and worked four and a half years and died of 
carcinoma of the liver, while a report came a few days ago 
from a man supposed to have had the whole surface of the 
right lobe covered with small nodules, 0.5 to 1 cm. in diam- 
eter, who is alive and well at the end of five years after 
operation. This was quite evidently an error in diagnosis. 

As to the operation to be used, I prefer the most extensive 
operation that you can carry out on the particular individ- 
ual under consideration. There are many opinions as to 
what that operation should be, but it is generally accepted 
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TABLE I—Totals of Patients Seen, Operated Upon, and 
Total Mortality 

Total number of patients seen 

Total number of radical operations 

Percentage of operability 

Type of operation 
Combined abdomino-perineal, 1 stage 
Combined abdomino-perineal, 2 stage 
Combined abdomino-perineal, sphincter preserved. . . 
Colostomy and posterior excision 
Abdominal excision and colostomy 

Mortality of all groups 


TABLE II—T otal Number of One and Two Stage Combined 
Abdomino-Perineal Operations 


Total No. 
Cases 

Combined ab- 
domino-perin- 
eal, 1 stage 167 13% 143 712.2% lll 52.6% 
Combined ab- 
domino-perin- 
eal, 2 stages 110 


Combined ab- 

domino-perin- 

eal, 1 stage 11% 56.5% 
Combined ab- 

domino-perin- 

eal, 2 stages 51 17.6% 48 61.5% 

TABLE III—Colostomy and Posterior Excision 
Lived 


(Opera: 
Total No. rtali ted talit 


Private 15 13% 57 50% 51 33% 
Hospital and 
Private 114 19% 96 50.6% 90 37.7% 


that it is the combined abdomino-perineal operation in one 
stage as introduced by Czerny in 1883 and popularized by 
Miles in 1912. While I believe that to be the ideal operation, 
which should be carried out on every patient when it is 
reasonable, there are patients who are not able to stand 


Operated Operated 
Mortality 3 yrs.+ 5 yrs. + 


Hospital and Private 
Lived Lived 
3 yrs. + 5S yrs. + 
Private 
3 yrs. + 
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it when it is done by the individual who is to operate. We 
should therefore have in our armamentarium at least five 
operations. These are: 
(1) Combined abdomino-perineal excision of the rec- 
tum in one stage. 
(2) Combined abdomino-perineal excision of the 
rectum in two stages. 
(3) Combined abdomino-perineal excision of the rec- 
tum with preservation of the sphincter. 
(4) Colostomy and posterior excision of the rectum. 
(5) Abdominal excision of the rectum with a colos- 
tomy. 

It is unfortunate that I described a two stage operation 
which I advised for patients in poor condition and those 
over sixty years of age, and I still advise it for beginners 
in such cases. While I used it on nearly 50 per cent of my 
cases in the beginning, its use has gradually decreased as 
my experience has increased and in the last 5 years I have 
done but 4 combined abdomino-perineal operations in two 
stages, while in the same period I have done 54 combined 
abdomino-perineal operations in one stage. In spite of 
this I am still accused of doing nothing but a two stage 
operation. 

Miles did much work on the lymphatics of the rectum, 
showing very definitely the value of his abdomino-perineal 
operation. The statement made years ago by Hausman to 
the effect that glands were involved in only 50 per cent of 
the cases dying of cancer of the colon is apparently still 
believed by some even at the present time. It would take 
very little thought, however, to realize that this statement 
could not be proved to be true, for if it were, we should 
permanently cure at least 50 per cent of those who come 
to us, while as a matter of fact the average percentage of 
those operated upon is not more than 30 per cent and of 
these not more than 5 per cent are permanently cured. 
Verdi says that it is useless to attempt a radical dissection 
of the pelvis because of the lymphatics running from the 
rectum to all the other organs in the pelvis. This is a 
broad statement which cannot be proved, for I have never 
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seen the bladder, seminal vesicles, ovaries, or tubes involved 
except through contact. Besides this, there are many five 
year cures even when glands are present at the time of 
operation. 

Miles’ operation as modified by myself consists of a dis- 
section of the pelvis after peritoneal flaps on both sides 
of the rectum and lower sigmoid have been freed. A peri- 
toneal flap is turned up anteriorly and the dissection car- 
ried well down on the vagina or to beneath the seminal 
vesicles. Beginning with a freeing of all tissue from the 
iliac arteries, a line of cleavage is entered beneath the 
pelvic fascia which is carried down posteriorly and later- 
ally to the levatores ani, leaving the lateral attachments 
of the rectum. The ureters have been exposed to avoid 
injury. The rectum is now pulled up and the lateral at- 
tachments cut and the anterior and posterior dissections 
joined. The superior hemorrhoidal is now tied below the 
left colic and the dissection carried up to the sigmoid which 
is double-tied and sectioned. Rubber dam is tied over the 
ends and the distal end put deep into the posterior portion 
of the pelvis. The pelvis is then covered with peritoneal 
flaps, which can be done easily if the peritoneum is well 
freed at both sides of the bladder where it is held down 
firmly. The proximal end of the bowel is brought out the 
left paramedian incision for a colostomy. The sigmoid 
from its attachment to the lateral abdominal wall to the 
colostomy is sutured to the lateral and anterior abdominal 
wall to prevent the small intestine getting between this 
loop of bowel and the abdominal wall. No sutures are put 
in the colostomy. 

The patient is now put into the reversed Trendelenburg 
position. An incision is made about the anus and the anus 
closed with a silk suture. The dissection is then carried 
upward and all the ischiorectal fat and the levatores ani 
close to their attachments are freed. The dissection is 
carried as far away from the bowel as possible into the 
dissection above. I have found it an aid to cut through 
the fascia covering the rectum laterally and carry the 
dissection to the prostate. This gives a landmark which 
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is an aid in freeing the rectum from the perineum to the 
prostate, a dangerous region. 

The modifications of Miles’ operation are first that Miles 
does not remove the pelvic fascia and therefore does not 
remove the presacral nerves, and second that he does not 
dissect up peritoneal flaps to make the pelvic floor and in 
consequence does not remove all the pelvic fat. For this 
reason he has difficulty in covering the pelvis. In the pos- 
terior portion of the operation Miles carries his dissection 
at once into the upper dissection posteriorly and pulls 
down the end of the bowel, freeing it by cutting close to 
the bowel laterally as it is pulled down. This method of 
removing the rectum is undoubtedly responsible for the 
complete absence of bladder paralysis and bladder com- 
plications which Miles reports, as the dissection is carried 
close to the bowel and avoids the filaments from the second, 
third, and fourth sacral sympathetics. 

The combined abdomino-perineal excision of the rectum 
in one stage may be reversed to a perineo-abdominal exci- 
sion of the rectum as recommended by Willard Bartlett, 
Rankin, and Gabriel of London. 

The combined abdomino-perineal operation in two stages 
is carried out exactly the same as the one stage operation 
until the whole pelvis has been dissected and the peritoneal 
flaps are about to be sutured over the pelvis. It is then 
decided as to whether the operation is to be in one or two 
stages. If it is to be in two stages, the superior hemorrhoid- 
al artery is tied below the left colic and the mesentery in- 
cised from this ligature up to the arches from the left colic 
artery. Instead of the sigmoid being sectioned at this point, 
more sigmoid is brought down until the incision in the 
mesentery can be placed in the pelvis beneath the peritoneal 
flaps which are to be sutured about the bowel. The sigmoid 
is brought into the wound for a double barrel colostomy, 
great care being taken not to injure the vascular arches 
of the bowel. With a sufficient blood supply to the bowel 
in the pelvis it is possible to postpone the second stage 
from one to four weeks if necessary. The second stage of 
the operation is exactly similar to the posterior portion of 
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the single stage except for the fact that the sigmoid must 
be double clamped just beneath the peritoneum. The prox- 
imal end may be inverted or simply tied. 

The very definite objection to this operation is that the 
proximal end will undoubtedly open into the pelvic cavity 
in a large proportion of cases and delay the healing of the 
pelvic cavity indefinitely. It will heal in every case, how- 
ever, unless there is a foreign body or malignant disease 
present. 

T. E. Jones* says that a two stage operation is an error, 
and that this is evident from the fact that the mortality of 
the first stage added to the mortality of the second stage 
makes the mortality for the one and two stage opera- 
tions equal. It is true that two and two make four, but 
it is not true that the mortality of 20 per cent for the two 
stage operation on those cases selected for a two stage 
operation is equal to the mortality of a one stage operation 
on those same cases, for we do the two stage operation only 
when we feel sure that a one stage operation would give 
a mortality of 50 per cent or more. In fact, while I was 
away during the war one of my juniors, who did not ap- 
prove of the two stage operation, tried doing only the one 
stage operation, and as a result had a mortality rate of 
over 50 per cent. 

The decision as to whether to operate or not depends 
upon the policy of the surgeon, his experience, judgment, 
and surgical ability. I would much prefer to have the 
surgeon do a smaller operation if he is not familiar with 
the combined abdomino-perineal operation or if the patient 
is not in sufficiently good condition to stand the larger 
operation, than to have him do no operation at all. 

In presenting the results of my radical operations I wish 
to point out that unless some standard method of pre- 
senting statistics is adhered to, they can be of little value. 
It is useless to state that one’s mortality is 7 or 10 per cent 
unless it is stated at the same time that 25 per cent of the 
patients seen are operated upon. 


*T. E. Jones, “The One Stage Abdomino-perineal Operation for Car- 
cinoma of the Rectum,” Annals of Surgery, July, 1935. 


ADDRESS OF DR. D. BRYSON DELAVAN 
DELIVERED IN PART 
AT THE DINNER GIVEN HIM BY THE 
NEW YORK LARYNGOLOGICAL SOCIETY 
ON HIS 86TH BIRTHDAY 


May Ist, 1936 


Mr. President and Gentlemen, Members of the New York 
Laryngological Society : 

I am greatly honored this evening in your hearty con- 
gratulations upon the attainment of this, one of the best of 
many happy birthdays. Indeed, it fittingly marks the close 
of a perfect day, beautifully crowning its predecessors. As 
a feature of the occasion, Mr. President, you have asked me 
to offer a toast to the Society, and in doing so to be the first 
to initiate our new and beautiful loving cup. 


In offering this toast it is due to history and to ourselves 
to divide the salutation into two separate parts. The first 
should be, to the City of New York; the second, to the 
Society itself. 

If you should ask why, let me recall that this City of 
New York was the veritable birthplace of laryngological 
science; for, nearly a century ago, in 1846, that great 
physician, Horace Green, discovered the tolerance of the 
laryne to the presence of a foreign body. He then developed 
the subject of the treatment of the throat and larynx to 
such an extent that Clinton Wagner has truthfully said, if 
the laryngoscope had never been discovered, the methods 
of Horace Green would in themselves have founded a 
Department of Medicine. The ideas propounded by him 
were instantly appreciated abroad; he was universally ac- 
claimed there the “Father of Laryngology.” 

Many years later the discovery of the CONTINUED toler- 
ance of the larynx to the presence of a foreign body and the 
many contributions to laryngological science which have 
been the outgrowth of this—from Intubation to Broncho- 
scopy—was the idea of Joseph O’Dwyer, of New York. 
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About the same period, 1846, the renowned surgeon of 
his time, Gurdon Buck, also of New York, announced that 
in cases of edema of the larynx he could palpate the parts, 
locate the points of swelling, and then, with a curved knife 
of his own invention thrust into the larynx, carefully 
guided by his finger, scarify the swellings and thus draining 
them of watery secretion restore the lumen of the larynx 
and save the patient’s life. This, together with various 
improvements in the operation of Tracheotomy, caused our 
friends abroad to entitle Gurdon Buck, “Father of Intra- 
laryngeal Surgery.” Let us say again, these distinguished 
men were of this City of New York. 


These two basic events called lively attention to the 
subject of diseases of the throat in general, as well as to 
the place of their discovery. 


Meanwhile, various attempts were being made to demon- 
strate the interior of the larynx. None of them, however, 
was realized until Czermak of Budapest, Turck of Vienna, 
and later, Morell Mackenzie of London, appreciated the 
happy accident by which Manuel Garcia, the great master 
of vocal music, had solved the question. They entered the 
lists with enthusiasm, Czermak to perfect a laryngoscopic 
apparatus somewhat as we now know it, and Turck, to- 
gether with Morell Mackenzie, to be the instructors of those 
who became the teachers of the world in general, some of 
whom taught us here, in America. 


Soon the best of our young men went to Europe to study 
the new art at first hand; some to Vienna to learn of Von 
Schrétter, successor to Turck, some to Paris to learn of 
Fauvel—others to be instructed by the great Morell Macken- 
zie of London. Many studied under all three. By 1873 the 
number of men in New York familiar with the modern 
methods of examining the throat and nose could easily be 
counted ; they were of fine intelligence and education, how- 
ever, and enthusiastic in the new knowledge. Among them, 
Dr. Clinton Wagner was undoubtedly foremost. He had 
led a brilliant career as Surgeon in the United States Army 
during the Civil War and, resigning from Military Service, 
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passed two years in studying Laryngology abroad and had 
returned to establish himself in this City. 

Recognizing the situation and the possibilities for the 
advancement of the specialty, he had in that year, 1873, 
originated the Metropolitan Throat Hospital, the first 
institution in this country to devote itself exclusively to 
diseases of the throat and nose. 

In October of the same year, 1873, he called together a 
group of the leading specialists of New York to organize 
a Society, not only for mutual improvement and the ad- 
vancement and enlargement of their limited knowledge of 
the subject, but for the purpose of establishing on a solid 
footing with the medical profession at large the specialties 
of Rhinology and Laryngology in this country; for the 
reason that many physicians of the time looked askance 
at all specialties. Several who were present at that first 
Meeting had studied abroad and all were connected with 
clinics for diseases of the throat. At subsequent meetings, 
cases of special or unusual interest were sent, examined 
and discussed by those present, all of whom were young, 
hard-working and ambitious, determined to make success- 
ful careers. Not all of the nine who organized the Society 
continued to follow the specialty. Those who did, suc- 
ceeded to the full measure of their expectations. They 
were Doctors Bosworth, Lefferts and Asch. Doctors Wool- 
sey Johnson and Bridge did not long survive, while the 
others, Charles McBurney, Robert Fulton Weir, Matthew 
D. Mann and Francis Kinnicut sought a broader field for 
their abilities in general surgery or medicine and soon be- 
came distinguished. 

By far the most interesting feature of the existence of 
the New York Laryngological Society is that it was the very 
first Society of Laryngologists in any part of the world. 
Five years later, its success had become so well known in 
the United States that a National Society of Laryngolo- 
gists was proposed by Dr. Frank Davis of Chicago, and at 
a formal meeting of the leading specialists of the country, 
held in Buffalo, New York, on June 3rd, 1878, the American 
Laryngological Association was brought into existence. 
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Not until ten years later, or fifteen years after the birth of 
the New York Society, was the fine idea of Dr. Wagner 
followed abroad, when, in 1888, Dr. Morell Mackenzie 
founded the British Laryngological Association. This in- 
cluded the most eminent specialists of the United King- 
dom, and was by far the foremost organization of its kind 
that Europe has produced. Thus, the original idea of Dr. 
Clinton Wagner antedated its first practical acceptance by 
the world at large by fifteen years. Not the least, therefore, 
of the many important claims of the New York Society is its 
unquestioned priority over all others. Of this, we, its 
present members, may justly be proud. 


Verily, New York City has been “the Birthplace of Lar- 


_ yngology.” It well deserves the title! 


The New York Laryngological Society, thus founded 
and successfully organized by Dr. Clinton Wagner more 
than sixty years ago, pursued a highly successful career for 
more than ten years. Its members were among the pioneers 
of Laryngology, not only of New York but of the world. By 
degrees it included the leading workers in the specialty in 
and around New York City. Among these were William 
Chapman Jarvis, a young man of great ingenuity and broad 
concept, who made many valuable contributions, as, for 
instance, the incomparable “Jarvis Snare.” Thomas Rush- 
more French, of Brooklyn, distinguished for his work in 
general and especially for being the first and the best to 
photograph the interior of the larynx. For this he ingeni- 
ously devised special means, and also evolved many correct 
ideas as to the physiology of the human voice. John 
Orlando Roe, of Rochester, N. Y., notably proficient in the 
specialty, but preeminently a pioneer in his mastery of the 
surgery of the interior of the nose. George Morewood 
Lefferts, renowned as a brilliant teacher, pioneer and 
bibliographer ; not to mention Fluhrer, who gave the initial 
idea of the spray atomizer and Luis F. Sass who perfected 
it and revolutionized the method of making applications to 
the throat by means of the probang and brush, as taught by 
Horace Green and employed universally here and abroad. 


ADDRESS OF DR. D. BRYSON DELAVAN 523 


There were others of more or less fame, all residents of New 
York. 


I became a member of the Society in due time, and, there- 
fore, can speak from personal knowledge of the value and 
the continued excellence of its sessions. The last important 
meeting was held at the fine house of the President, Dr. 
Rufus Pratt Lincoln, in 1883, its special object being the 
reception and entertainment of Dr. Morell Mackenzie of 
London, who offered an interesting paper on “Hemorrhage 
after Tonsillotomy” ; this was also my own first appearance 
in discussion. 


The discovery of new facts and the invention of useful 
methods and instruments was not the only function of the 
Society. Novel ideas were brought before it and freely 
commented upon by those whose opinions were of tried and 
practical value. 


For example, Dr. Bosworth was busily engaged in the 
preparation of his masterly treatise on the “Nose and 
Throat.” Having reduced to manuscript, tentatively, his 
ideas upon a certain subject he would artfully introduce 
that subject for discussion at a meeting of the Society, 
fortify or amend his views as his own good judgment dic- 
tated and then rewrite the chapter for final publication, 
having secured for it the best obtainable criticism. This 
careful and broadminded preparation was one of the fac- 
tors which contributed to the marked success of his work. 
He was the first to recognize and call attention to the im- 
portance of the nasal region as influencing abnormal condi- 
tions of the upper air passages. 


As the older members of the Society passed away, and 
just forty years ago, after a continuous existence of great 
usefulness in the advancement of Laryngology and an up- 
lifting influence in the education and enthusiasm of its 
members, it was merged, in 1886, into the Laryngological 
Section of the Academy of Medicine, at the suggestion of 
Dr. Abraham Jacobi. 


The Society has been singularly unfortunate in the gen- 
eral misunderstanding of its particularly meritorious 
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career. Long ago a Laryngologist of foreign extraction and 
then but few years resident in this country, furnished an 
article upon “Laryngology in America” for especial dis- 
tribution in Germany. He knew nothing about the original 
Society, or of the distinguished men composing it, still less 
about its history and the important part it had played in 
the early progress of the art. His article was translated 
as saying, “This Society was of little importance and soon 
passed out of existence.”* Dr. Jonathan Wright, in his book 
upon “The Nose and Throat in Medical History,” gives it 
scant notice. Quite recently, in an article upon “Laryn- 
gology in America” presented before the British Medical 
Association at one of its Annual Meetings, the same en- 
tirely misleading statement was advanced. 


It is my earnest desire to confute this careless and 
erroneous idea, originally advanced in unpardonable ignor- 
ance. Let me place on permanent record, therefore, the 
actual history of the New York Laryngological Society ; 
for I was intimately acquainted with its founder and his 
intentions, and with its early members, as well as actually 
a Fellow of the Society itself. 


After flourishing with great usefulness to its members, 
and with not a little influence in the progress of Laryn- 
gology for more than Ten Years, the Presidency of the 
Society was secured by a then recently admitted member, of 
alien birth and sympathy, who failed to call the usual suc- 
ceeding Annual Meeting for the election of officers and 
while thus retaining his position as President, died. The 
Book of Minutes of the Society, carefully compiled by the 
various Secretaries from the time of the initial Meeting in 
1873 and exhibiting a complete history of all pertaining to 


* Many years later the same writer published in the Zeitschrift fiir 
klinische Medizin 1907 (Beitrag zur Geschichte der Laryngologie in den 
Vereinigten Staaten seit Einfiihrung des Laryngoskops), in Section III, 
(Laryngologische Gesellschaften): “The first Laryngological Society in the 
United States and, as far as the author can discover, in the world, was the 
New York Laryngological Society founded October 13th, 1873, with eight 
members. It was reorganized in 1886, as a Section of the New York 
Academy of Medicine.” 
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it, had been appropriated by this last President and was 
never recovered. 

This occurrence, as has been amply proved, was a matter 
of grave importance. It so impressed me at the time that, 
in my unavailing attempts to recover the records, I became 
convinced of the great significance which such losses might 
attain, and of the necessity of so protecting vital documents 
that their disappearance under ordinary circumstances 
might be impossible. I, therefore, suggested that, at the 
time of the construction of the new building of The New 
York Academy of Medicine, it be equipped with facilities, 
after the usual manner of the Safe Deposit Companies, by 
which protection might be provided, safe from burglary, 
fire or loss; and that the Academy, itself, as well as others 
properly selected, should have special means for thus safe- 
guarding the more valuable documents. For each depositor 
a suitable amount of space could be allotted, for which a 
small rental might be charged. The archives and other treas- 
ures belonging to a given Department could be permanently 
placed in the safe-keeping of this room. The Secretary or 
other officer of a given Society might have access to his own 
records ; but they should always be left in the Safe Deposit 
where other properly accredited persons might surely find 
them in case of accident. In this way such material might 
remain in safety, instead of being handed about carelessly 
and possibly lost. Time has convinced me more forcibly of 
the value of this, first suggested by Mr. James Lenox in 
the founding of the Presbyterian Hospital and by the ex- 
perience of the New York Laryngological Society. 


The history of the Section of Laryngology of The New 
York Academy of Medicine was one of unqualified and in- 
creasing success. Its Chairmen were efficient, its attend- 
ance excellent, and the character of its contributions of a 
high order of merit; its monthly meetings saw a rallying of 
the best specialists in the City, as well as others, and there 
were a large number of younger aspirants who not seldom 
made themselves known as worthy students of the art and 
gained much encouragement and instruction. It was never 
more skillfully managed, more largely attended, nor better 
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supplied with brilliant contributions to the progress of 
Medicine than in the last years of its history, offering as it 
did conditions of general excellence which made it a bright 
example to the world. 

About this time it became evident that an Institution of 
such importance should be quietly influenced by those 
whose judgment and experience enabled them to cause the 
Section to make possible the attainment of its best ends. 
The growth of the Academy of Medicine, together with the 
passing of the older group of its members, had given rise to 
possibilities which challenged the attention of those most 
interested in the Section’s welfare. At a dinner given by 
the late, Dr. Lewis A. Coffin, at the University Club, Feb- 
ruary 28th, 1927, the matter was discussed and it was sug- 
gested that an organization be formed, somewhat after the 
manner of the original New York Laryngological Society, 
the membership of which should be limited to those care- 
fully chosen, among men individually eminent in the study 
and practice of Laryngology; that the meetings should be 
held as might be agreed upon ; and that they should not only 
further the progress of the specialty by the advancement 
and discussion of scientific questions, but also that friendly 
relations between the members might be fostered; most 
important of all, that the influence of the Society should 
be exerted for the furtherance of the welfare of the Section 
of Laryngology of The New York Academy of Medicine and 
that, through such an influence properly extended, the best 
interests of the Section might be materially advanced. 

In the course of the years that have followed its incep- 
tion the history of the Society has been gratifying. The 
scientific exercises have been satisfactory, and it has 
afforded to each of its members a means of personal appre- 
ciation and of friendship. 

Meanwhile, however, its main object must never be lost 
sight of—namely ; the responsibility of its influential mem- 
bers, the acknowledged leaders of Laryngology of this time, 
toward the sustaining of the Academy Section and the 
active promotion of the best scientific interests and profes- 
sional influences of that institution. 
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Mr. President, my sterling friend Dr. Forbes: You have 
given to me the honor of being the first to initiate this new 
and superb loving cup, fitting symbol of the integrity, the 
worth and the dignity of our members, by drinking to the 
health of the New York Laryngological Society. This I 
do, with full appreciation of your kindness and that of all 
present towards myself, with fervent wishes for your cont- 
inued success. I pledge you then, the good health of the 
Society, from the first, now sixty-three years ago, a leader 
in the advance of Medical Science throughout the world. 
You, my friends, one and all, who have the honor of being 
its members, should cherish its history, realizing that you 
are the worthy heritors of a fine tradition, followers of the 
makers of many of those things which today you and your 
fortunate patients enjoy. May the Society ever be a worthy 
representative of its great past. “SKAAL.” 


Note :—Prepared as above and delivered in part at the 


Dinner. 
D. B. D. 


OA: 


ADVICE OF NATHAN SMITH, 1762-1829, ON THE 
CONDUCT OF AN ACCOUCHEUR 


Gertruve L. ANNAN 


Only a century or so of years have passed since Nathan 
Smith drove about the streets of New Haven in his chaise 
making the rounds of his many patients. These years have 
brought great changes to his native New England, as to 
the rest of the world. His frequent journeys from Hanover 
to New Haven, from New Haven to Brunswick or Burling- 
ton, were not the casual jaunts of this era of train and 
airplane; nor were his daily calls in and around New 
Haven facilitated by wide smooth roads and stream-lined 
motor cars. Even more startling to him perhaps would be 
the sight of a modern hospital, its operating rooms and 
laboratories, a vast and many storied structure with 
labyrinthine halls and corridors: When Nathan Smith 
died, Pasteur was a lad of seven and Lister a child of two. 
The futile controversy of claimants for the discovery of 
anaesthesia was still some years ahead. The practice of 
medicine and surgery was to face remarkable innovations 
little dreamed of in the year 1823. 


In that year Nathan Smith was serving as Professor of 
the Theory and Practice of Physic, Surgery and Obstetrics 
in the Medical Department of Yale University. This would 
surely seem a tremendous undertaking for one man today, 
but to Dr. Smith who had formerly taught anatomy and 
chemistry as well, it meant a lighter burden. In the early 
days of the medical school at Dartmouth, Dr. Smith was 
the entire faculty, holding, in the words of Oliver Wendell 
Holmes, a “Settee of Professorships.” His call to Yale 
had come in 1812 when the decision was made to establish 
a medical school there. His work in organizing the medical 
department at Dartmouth had displayed his unquestion- 
able ability, and it is not surprising that he was invited to 
aid in the new enterprise. His place in the annals of medi- 
cal education in this country is based on his efforts in these 
two famous schools, but he found time to assist at the birth 
of the medical schools of Bowdoin and the University of 
Vermont as well. During these years his professorial 
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duties were only a small part of his fruitful life. His early 
and active interest in vaccination, his many brilliant and 
successful operations, including his ovariotomy, later than 
McDowell’s but entirely independent of it, his conception 
of the specific nature of disease, were all contributing 
factors in giving his name prominence in the progress of 
medicine in America. Dr. William H. Welch said of him, 
“He did more for the general advancement of medical and 
surgical practice than any of his predecessors or contem- 
poraries in this country.” Other biographers have agreed 
that he was fifty years in advance of his time. 

One of Dr. Smith’s students at Yale was a young man 
named Abraham Lines Smyth, whose early death occurred 
in 1832. Perhaps his only gift to posterity is a worn and 
faded notebook in which he inscribed his notes on Dr. 
Smith’s lectures in 1823. This manuscript, a recent gift 
to the Library from Mrs. Seth Evans, lacks some of the 
leaves of notes, but includes a few pages entitled “Direc- 
tions to the Accoucher by Nathan Smith, M.D.” with the 
notation “Not given in his lectures.” This description of 
the conduct and deportment of an obstetrician of the early 
nineteenth century sheds light on a side of the history of 
medicine that is usually ignored. 


DIRECTIONS TO THE ACCOUCHER [SIC] 
NatHan M.D. 


In the observation which I am about to make I do not 
intend to touch upon the most important part of Midwifery 
but shall dwell upon those parts which in a medical point of 
view would be thought unimportant. My object only is in 
view to render you experience without experience. Prac- 
tically speaking three things are necessary; 1st, a correct 
knowledge of what is to be done; 2nd, a determina- 
tion to do our duty regardless of the opinions of ignorant 
attendants; 3rd, discharging our duty in such a manner as 
may be pleasant and agreeable to our patient. The two 
first qualifications I doubt not you possess. I shall there- 
fore speak principally of your conduct in an Obstetrical 
room. At this time delicacy in thought, word and deed 
should form a prominent part of the character of an 
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Accoucher. Delicacy of thought is one thing, and cold 
reservedness another, the one is servicable and pleasing, 
the other is unpleasing and disgusting. A great deal of 
familiarity at such a time is proper and often necessary, 
but is still more to be tinctured with delicacy. It is a fact 
that there may be the greatest delicacy in conversing on 
the ‘most indelicate subject. You may sometimes fall into 
such company that no kind of reserve is necessary, and in 
which some jesting and some vulgar humor must be in- 
dulged. In such cases however never forget your dignity. 
Be not the foremost, rather smile at the observations of 
others than make observations for others to laugh at. Be 
the follower rather than the leader in such a case, till 
experience has taught you what you may do and say. When 
called to a woman in labour if you are not immediately 
invited into the room to your patient, it is best to wait until 
you are. Then enter the room precisely as you would on 
any other occasion. Should you feel a modest glow upon 
your cheek, never mind that trifle. Probably your patient 
and many of her attendants will have the same blush. 
Never look about for your patient to address her first, but 
rather accost those first who are most in your way, or 
rather conduct yourself as you would at any other time. 
If there is anyone present of whom you wish to enquire 
concerning their health or that of their families, or about 
any of your patients, or the effects of any remedy which 
you may have prescribed, there is no impropriety in doing 
it unless you have been called at a late hour and your 
patient requires immediate attention, when all ceremony 
must be waived. After you have been sometime in the room 
you will have observed something of your patient’s situa- 
_tion without having been noticed in the character of an 
Accoucher, and you can easily enter into conversation with 
her, making any inquiries you think proper. If the woman 
is young and diffident and her mother or friends of riper 
years are present it will be proper to direct most of your 
inquiries to them. Should she be in bed it is my practice 
to draw my chair to the bedside, or stand by her for a few 
moments in conversation rather than bawl out my ques- 
tions across the room. You may perhaps say what ques- 
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‘tions have I to ask on this occasion, or, in this situation, or 
stage of business? You may as you approach the bed if you 
please say: How do you do Mrs.? and on receiving her 
answer, you may inquire, at what time Madam was you 
taken ill? Are your pains regular? Do they leave you 
free from pain in the intervals? How have you been for 
sometime past? Have you been feverish? Have you been 
troubled with a great deal of pain, particularly cramps? 
What has been the state of your bowels? Have you been in 
the habit of laxative Med.? Are you costive at this time? 
Do your pains begin in your back? When you have received 
answers to these questions and others you may think proper 
to ask you will soon make up your mind whether anything 
is to be done immediately. If she has been or is now 
feverish, if her pains do not wholly go off her back in the 
intervals, if she has had any headache and especially if 
her pulse be tense, the lancet should be used. If she is 
costive, an injection, or if there is time for its operation, 
a dose of oil may be given. If a diarrhoea with griping 
pains attends give 15 or 20 drops of LL. The pains are 
seldom very regular when the feet are cold, wherefore if 
this should be the case, they should be put into warm water 
and if the cold is extensive, fomentations to the legs and 
abdomen. If there is a great disposition to faint, a little 
lavender hearts-horn or tinct. of castor may be given, re- 
membering however that fainting and coldness may both 
proceed from plethora and in that case may be immediately 
cured by bleeding. If none of the above symptoms require 
your exertions and attention you may generally suffer 
things to go on in their own way till the pains become so 
frequent and strong that it is necessary to insist in de- 
livery. I cannot give you precise instructions when this — 
will become necessary as the strength of the patient cannot 
be expressed by words, very often you will find the pains 
not recurring oftener than once in 15 minutes and while 
this is the case no examination is necessary unless there is 
reason to expect something wrong. In case flooding comes 
on or the pains have continued a long time, although they 
may not be very frequent yet, we may examine and if we 
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discover such a presentation as requires turning, we may 
be ready to do it as soon as the os tincae is sufficiently 
dilated and before the waters have escaped. If flooding 
attends, it may be proper to burst the membranes, dis- 
charge the waters and suffer the uterus to contract, which 
will stop the hemorrhage. It is not proper however on all 
occasions to break the membranes on account of the 
hemorrhage when the labour is lingering. Sometimes on 
examining the os tincae you irritate it in such a manner as 
to produce effectual labour pains. At other times you will 
discover that the whole delay is owing to a rigidity of the 
membranes and that as soon as they break, the labour pro- 
ceeds and is finished immediately. But when nothing 
requires a deficient [?definite?] conduct, though your 
patient keeps about, sits, lies or stands, kneels, walks or 
assumes that posture which is most agreeable to herself, 
we should generally wait until the pains return once in 5 
or 6 minutes. Whenever her pains by their strength point 
out the necessity of examining, you should suggest to her 
or to some of her attendants that it is best to prepare a seat 
for her. Assuring her at the same time that everything is 
right. She should by no means be kept confined unless you 
find it necessary, but when her pains have continued for 
some time it is necessary to know her situation. I shall 
refer you to Books for the position of your patient, observ- 
ing only that touching in certain positions is not easily 
performed, especially by those who are inexperienced. 
The situations in which touching is difficult are half lying, 
half sitting, lying flat on the back. In fixing the seat you 
should be careful to pull the under bed so much on the 
bedstead that it may not be uneasy to her back. Then 
raise her, fixed by folded blankets, or let an assistant take 
hold of her body and ease it into her lap, supporting her 
head by letting it lie on her breast, one foot of the patient 
will be placed over a chair on one side of you and the other 
on the opposite side. Generally an assistant sits in the 
chair to support the patient’s foot on her knee. 


The woman will place a shirt round to assist in keeping 
her comfortable and dry, as this can be changed if neces- 
sary but clothes cannot. Your patient being disposed of I 
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will now attend to your preparations and management. 
No alteration in your dress is necessary and in ordinary 
cases none is proper. I know that some physicians will 
clothe themselves in nightgowns having a shirt before 
them tied about their waists with a handkerchief or garter 
with a saucer of grease by their sides, but to me this sight 
is highly disgusting. Others tie a napkin around their 
sleeves. This practice if in any case proper should never 
be followed by me till the labour was so far advanced that 
I should not afterwards leave my seat and walk about the 
room. Should you be rigged in this manner and have 
occasion to walk the room and by chance come before a 
looking glass, I’ll be bound you never will be found in this 
dress again. The only necessary is to have your coatsleeves 
made large so that you can slide them up above your 
elbows. (As all coats according to the present fashion). 
This can be done in an instant effectually and without 
being observed by anyone after you are seated and your 
arm under the patient’s clothes. A shirt may be laid 
loosely in the lap as it can be laid aside whenever you have 
occasion to leave your seat. As to the saucer of grease, 
never use it. You can provide yourself with a little 
pomatum in a box or sweet oil in a vial which you can take 
from your pocket and return it again or let it lie in your 
lap. I think the hand should not be withdrawn at every 
pain as it must be more irritating to withdraw the fingers 
and return them than to suffer them to remain. If you 
withdraw your hand between the pains let it remain under 
the clothes of the patient and by no means hang your arm 
across the chair in full view. Never make any attempt to 
throw the lady’s clothes over her head when you have got 
the woman in this position. It is time for you to take your 
seat. Should you feel any embarrassment from bashful- 
ness it will relieve you a little to continue your conversa- 
tion on any subject you happen to be conversing about, or 
you can question her whether her seat can be attended 
with anything to make it more agreeable and at the same 
time seating yourself. Do not unless an urgent symptom 
require, or an urgent pain make it necessary, proceed im- 
mediately to an examination, but waste a little time in 
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adjusting the cloth and placing the patient’s feet in the lap 
of an assistant, supporting her back by placing some one 
against it, and:—When you proceed to examine you may 
not on all occasions find the os tincae but generally succeed 
if you throw your fingers back upon the center of the 
perineum and then draw them forward by which means you 
slip your fingers into the conductor leading directly to the 
vagina. This however is not very important direction and 
is designed only to prevent fumbling, passing on you feel 
the os tincae and ascertain the condition of it, as respects 
the situation of it and its disposition to dilate. You will 
easily know it by your fingers passing into it, as into the 
nose of a leather jug. You will find it more or less dilated 
as the labour is more or less advanced, but in some cases it 
will not readily be distinguished till you have acquired 
some experience. Should it be withdrawn back upon the 
sacrum, you will find the presenting part to be the side of 
the uterus pushed in a small degree by the head of the 
child. I have known an instance in which a Midwife mis- 
took this part for the membranes and water pushing for- 
ward, and thought every thing was doing well. Some of 
the attendants expressed uneasiness in consequence of 
which a surgeon was called in. By great exertions he was 
enabled to raise the head through the fundus of the uterus 
forward so that a rupture was prevented, but the uterus 
had been so stretched in that part that it never recovered 
its proper situation and the woman remained an invalid. 
A close attention will enable you to avoid a mistake of this 
kind as you can always distinguish the uterus from the 
membrane. If you are at a loss pass your fingers under the 
os pubis and if it is the membrane you feel you can in- 
sinuate them between the head of the child and the bones 
of the pelvis and pass into the uterus itself. Should it 
be the uterus, you cannot pass up the fingers in this man- 
ner. If you feel an artery pulsating between your fingers 
and the child’s head you may be certain your fingers rest 
against the uterus and not against the membranes. In 
short you can have no perplexity on this subject except 
when the womb is fully dilated or supposed to be so. 


| 


NEW YORK PHYSICIANS REGISTERED IN THE 
OFFICE OF THE COUNTY CLERK IN 1806 


Among the early minutes of the Medical Society of the 
County of New York which have recently been placed on 
deposit in the Library, have been found four sheets of 
foolscap, sewn together with once-red ribbon, folded, and 
marked on the outside, “Clerks List—No. 15.” Inside, the 
title reads: 

“A List of Physicians Copies of Deplomas* and 
Certificates on file in the Clerks Office of the City 
and County of New York the first day of Sept 
1806.” 
With grateful acknowledgments to the Medical Society of 
the County of New York we publish this list, believing that 
it will prove both of interest and of use. We have edited it 
to the extent of completing the somewhat half-hearted 
attempt at alphabetical order in the original manuscript. 


H. G. F. 
when filed 
Jacob Abramse Jun. . . Certificate ....... March 29. 1806 
Alexander Anderson . . CopyofDeploma ..... . Oct 6. 1797 
Anthony L Anderson . . Certificate ........ Sept 30. 1797 
Peter Anderson .. . . CopyofDeploma ...... Oct 2. 1797 
Charles Andrews. . . . Certificate . ....... Sept 30. 1797 
De. CopyofDeploma ...... July 3. 1806 
George Anthon .. . . Certificate ........ Sept 30. 1797 
Jacob S. Arden .... a ee Feby 17. 1800 
Absalom Bainbridge . . a a Sept 30. 1797 
Edmund Bainbridge. . . Oct 2. 1797 
George W Bancker . . . May 6. 1803 
Samuel Barnum ... . April 5. 1799 
William Barrow . . . . CopyofDeploma ...... July 18. 1806 
William Bartlett Jun . . Certificate ........ Sept 30, 1797 
Nicholas Bayard... . Jany 19. 1798 
Joseph Bayley. . . . . CopyofDeploma ...... Aug’ 29. 1806 
John Betts Jun. . . . . . Aug’ 25. 1806 
Joseph Bloodgood CopyofDeploma ...... July 2. 1806 


* The clerk, or his secretary, adheres religiously to this spelling throughout 
the list. 
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Jacob Boos... . 
Samuel Borrowe . 
James Boyd . 


Samuel Bradhurst . 


John W Brooks . . 
Abraham Brower . 
Jacob V. Brower. . 
Archibald Bruce . 
W. W. Buchanan . 
William Burrell 
Benjamin Butler . 
Charles Buxton 
Peter P. Castro .. 
George W. Chapman 
John Charlton . 
Daniel Chickering 
John Clark . P 
Richard Corner . . 
John Coventry . 
John Cowan ... 
George Cuming 
Smith Cutter 
Susannah Dawson 
Thomas Dawson . 
Daniel Dayton . 


Alexis DeCarendessez . 


Michael DeGray . 
F. DeLamare . 
Stephen Demprey 
Andrew J. J. DeYong 
James Dodge 

Isaac S. Douglass . 
Samuel Drake. . . 
Lewis Faugeres 
Josiah H. Field 
John P. Fisher . 
Gilbert Forbes . 
Isaac Forster . 
John Gamage . . . 
Patrick Gannon 
Charles Geurin 

John D. Gillespie . 
Ebenezer Graham 

V. A. S. Grauyeae . 
Samuel Guthrie 
William Hammersley 


Certificate 


Copy of Deploma 
Certificate .. 
Copy of Deploma 
Do. 
Do. . 
Certificate 
Do. 
Do. 
Do. 
Do. 
Copy of Deploma 
Certificate 
Copy of Deploma 
- Certificate 
Do. 
Do. 
Do 


Do. 


Copy of Deploma 
Certificate 
. Copy of Deploma 


Certificate 


Copy of Deploma 


. Certificate 


Copy of Deploma 
Certificate .. 
Do. 


Aug’ 4. 1806 
Oct 2. 1797 


. Augt 19.1799 


Oct 6. 1797 
Sept 30. 1797 
June 30. 1806 

July 9. 1806 


. April 16. 1806 


Aug’ 17. 1799 
Oct 2. 1797 


April 6. 1798 
June 7. 1805 
March 29. 1802 
Oct 2. 1797 
Oct 3. 1797 
July 15. 1806 
Aug’ 30. 1799 
May 6. 1803 
Oct 2. 1797 
June 9. 1806 
July 12. 1806 
June 30. 1806 


. Feby 26.1798 


July 2. 1806 
Aug’ 28. 1806 
Nov 4. 1797 


« « Aug’ 28. 1806 

« « « Aug’ 20. 1806 

«« 

© « « June 30. 1806 

« « « Aug’ 28. 1804 

° Nov 1. 1797 

« « Aug’ 26. 1806 
iter 

« « « Dec22. 1803 
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Joel Hart .... 
Edmund Hathaway . 
Richard Henderson . 
Benjamin Hicks . . 
John Hicks... . 
Daniel M. Hitchcock 
James Hornidge . 
David Hosack. . 
Gideon Humphrey 
Andrew Hunt. . . 
Joseph Hunt ° 
Joseph G. T. Hunt . 
John Huyler 
Robert C. Ingraham . 
Peter Irving 

John D. Jaques 
Joseph Jauncey 
Robert Johnston . 
Gardner Jones . 

John B. Jones. . . 
Nicholas Jones . . 
Thomas Jones . 
Joanne N Kastner 
George Keisselback . 
Philip Keteltas 
Amos King. .. . 
Isaac Kip 

Benjamin Kissam 
Benjamin Kissam 
Richard S. Kissam . 
William Knowles . 
Henry C. Kunze . 
T. P. H. S. Lafoye . 
Armand Lagorde. . 
James Lawrence . 


Peter Lawrence Junior . 


William Lawrence 
Andrew Lester . 
Godfried Leukfeld 
Stevens I. Lewis . 
Jean Leymerie . 
William Little . 
Daniel Lord . 
Silas Lord . 
Abraham Lozier . 
Hillebrand Lozier 
John McFarlane . 


Copy of Deploma 
Certificate .. 
Do. 
Do. 
Copy of Deploma 
Certificate .. 
Do. 
Do. 
Copy of Deploma 
Certificate 
Do. 
Do. 
Do. 
De 
Copy of Deploma 
. Certificate 
Do. 
Do. 
Copy of Deploma 
Certificate 
. Copy of Deploma 
Certificate 
Copy of Deploma 
De » 
. Certificate 
Do. 
Do. 
Do. 
Do. 
Do. 
Do. 
Do. 
Do. 
Do. 
Do. 
Do. 


June 27. 1806 
Dec 15. 1797 
Oct 6. 1797 
Sept 30. 1797 
Sept 30. 1797 
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